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PHARMACY GUILD OF AUSTRALIA (VICTORIA BRANCH)

BSB Number 

� Monthly

 DIRECT DEBIT REQUEST - MEMBERSHIP 

 Customer Number 

Pharmacy Name 

ABN 

Guild House, 40 Burwood Road Hawthorn VIC 3122           
Telephone: (03) 9810 9999          Email: accounting@vic.guild.org.au            

            Website: www.guild.org.au/guild-branches/vic 

Surname Given Name 

Pharmacy Address 

Email Phone 

request and authorise Pharmacy Guild of Australia, Victoria Branch (User ID: 462545 ABN 35 603 508 734) to arrange, through its own financial 
institution, a debit to your nominated account or credit card any amount Pharmacy Guild of Australia, Victoria Branch, has deemed payable by you.  

I/We authorise Pharmacy Guild of Australia, Victoria Branch to debit my/our account at the Financial Institution identified above through Bulk 
Electronic Clearing System (BECS) in accordance with the Debit Arrangement stated above and will be subject to the terms and conditions of the 
Direct Debit Request Service Agreement.  

OFFICE USE ONLY 
PYMT ID 1  _____________ 
PYMT ID 2  _____________ 

Initial Debit     S tarting on Date  ________ / _________________ / _________ 

Frequency � Quarterly

� Option B:  Debit from Credit Card
  � Visa

 
� MasterCard � American Express

Card Number ___ ___ / ___ ___ (MM/YY)  

� Option A:  Debit from Bank Account

Financial 
Institution 

Branch 

Account Number 

Account Holder

By signing this form, I/We authorise Pharmacy Guild of Australia, Victoria Branch to debit payments from my specified Credit Card above, and 
I/we acknowledge having read and understood the terms and conditions governing the debit arrangements between Pharmacy Guild of 
Australia, Victoria Branch and I/us, as set out in this direct debit request and Direct Debit Request Service Agreement. 

Cardholder’s signature Date  ___ ___ / ___ ___ / ___ ___ (DD/MM/YY)  

Name of Cardholder 

YOUR DETAILS | All fields are mandatory 

Suburb
 

State Postcode 

Expiry Date 

 

Initial debit will be made to your nominated account within the first three business days of the month. This Direct Debit Request will remain in force 
until you advise Pharmacy Guild of Australia, Victoria Branch that you wish to cancel your authorisation. Cancellation must be in writing, providing 
your full name and membership number. It is also advisable to notify your bank/building society/credit union.   

CHOOSE YOUR PAYMENT METHOD | Please choose one of following payment methods. This section is to be completed by account or card holder only 

DEBIT ARRANGEMENT  |  All fields are mandatory 

Account holder’s signature Date  ___ ___ / ___ ___ / ___ ___ (DD/MM/YY)  

�  Annually


	PYMT ID 2: 
	PYMT ID 1: 
	Customer Number: 
	ABN: 
	Pharmacy Name: 
	Quarterly: 
	Given Name: 
	Quarterly_2: 
	undefined: 
	State: 
	Postcode: 
	Email: 
	Phone: 
	undefined_2: 
	Institution: 
	Branch: 
	BSB Number: 
	undefined_3: 
	Account Number: 
	Account Holder: 
	Card Number: 
	Name of Cardholder: 
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Text7: 
	Text8: 
	Text9: 
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Text13: 
	Text14: 
	Check Box15: Off
	Check Box16: Off
	Text17: 
	Text18: 
	Text19: 
	Text6: 
	Text1: 


